There were no external signs of injury. The right shoulder and left forearm were swollen. On exposure the muscles of the right upper arm, the left forearm, and the left quadriceps were oedematous but showed 40
borne bacterial infection. None the less, primary intramuscular abscesses are well recognised in the tropics, the condition being known as pyomyositis tropicans.`3 Recently, it has been reported in tem- perate climates where its rarity often results in a delay in diagnosis. [4] [5] [6] [7] Progression to a toxaemic stage, though unusual, may be rapid and fatal. We report this case to draw attention to a condition that is eminently treatable if recognised in the early stages.
Case report joint. The chest radiograph showed diffuse patchy shadowing.
Septicaemia with pulmonary disease was diagnosed, and treatment with intravenous fluids, oxygen, penicillin, flucloxacillin, fusidic acid, and gentamicin was started. Despite cardiorespiratory support he failed to respond and died 12 hours later. Staphylococcus aureus (phage type 52) sensitive to flucloxacillin, fusidic acid, and gentamicin was isolated from all blood cultures taken on admission. Pyomyositis is particularly common in east Africa and it has been reported to account for 3 to 4% of all surgical admissions to hospital in Uganda.3 It is rarely seen in temperate climates,' 2 5 but since the disease was first reported in the United States in 1971,12 several cases have been recorded in American residents, and 31 of these were reviewed by Gibson et al. 6 Of these, three cases were not considered to be consistent with the diagnosis, and three patients had recently returned from the tropics. Two had diabetes,6 13 two had a neutrophil polymorph count of < 250 x I09/l,4' i5 and one was a heroin addict. 6 Muscle disease was multiple in 16 patients and Saureus was isolated from 23 of the 27 cases in which an organism was identified. Seven of 21 patients had positive blood cultures and two patients died.
Of the six cases of bacterial myositis reported in the British literature since 1930, four were of streptococcal origin and presented as rapidly developing cellulitis, 7 and in another the abscess was inter-1118 muscular rather than intramuscular.'8 Williams and Thomas'9 reported a case with acute disease of both calf muscles, in which swelling so compromised the blood supply that surgical intervention was needed to avert ischaemic damage. S aureus was isolated from the affected muscles and the patient recovered, albeit slowly, with antibiotic treatment. 18 Saureus isolates in pyomyositis have no singular pathogenic properties. In one Ugandan series 70% fell in phage group II, but this group also predominates in deep seated abscesses in temperate climates. 1 2 Epidemiological evidence suggests that host factors are important, but extensive studies have failed so far to explain the cause and distribution of the disease.2 Miyake20 showed that in animals haematogenous seeding of muscle with S aureus required prior trauma to that muscle. Trauma is reported in 20% of cases, but its importance is unknown.2 -4621 Parasitic infestation is no more common in pyomyositis than would be expected from the local prevalence of infestation, and although nematode larvae were found in drained pus in one series, this has not been observed in other studies. 4 22 The finding of muscle fibre degeneration and a mononuclear infiltrate in muscle at sites distant from abscesses suggest widespread muscle damage. 23 24 This and the rarity of recurrence of pyomyositis have suggested a viral23 or possibly a toxin induced predisposition.2 Neither theory has been confirmed, but it is possible that more than one specific factor may predispose muscle to bacterial infection. No abnormality was found in samples of unaffected muscle in our case.
In retrospect, our case had many of the features of the classically described disease but with rapid progression to septicaemia, metastatic abscesses, and death. None of the suggested predisposing factors was present, but the possibility exists that longstanding gout, or its treatment, may have resulted in some form of muscle damage,25 so providing the nidus on which transiently circulating organisms might have settled.
The differential diagnosis includes muscle trauma, deep vein thrombosis, osteomyelitis, and septic arthritis. If the axial musculature is affected pyomyositis may mimick intra-abdominal disease or pneumonia, and if multifocal, it needs to be distinguished from acute polymyositis and trichinosis.' 13 26 27 Radioisotope scanning, computed tomography, and, most specifically, aspiration under ultrasonographic guidance have been claimed to be particularly helpful in diagnosis.3 6 8 13 26 28 Reports from the tropics show that with early drainage and appropriate antibiotics the mortality is less than 2%. 4 Further abscesses may present after treatment has begun but true recurrences are extremely rare and residual dysfunction or deformity uncommon.34
That the condition is rare in temperate countries is clear, but it does occur, and the presence of a localised or multifocal myalgia accompanied by features of Muscat, Anthony, Cruickshank infection should suggest the diagnosis and elicit suitable investigation before toxaemia with widespread sepsis occurs.
